I. INTRODUCTION
Medicare is a single-payer federal program providing health insurance for individuals ages 65 and older, those meeting the definition for permanent disability within the Social Security Act, and those with end-stage renal 1 disease. Medicare also covers care that is both reasonable and necessary in 2 President Roosevelt advocated the Social Security Act as a protection for the elderly under New Deal policies, during a time when poverty rates among the elderly were high. The original Act provided benefits to those retiring and those were unemployed, and it also provided for a lump-sum benefit at death; a shared payroll tax was imposed on employers and employees to finance the benefits. However, Roosevelt left medical health benefits out of the Act, fearful that the American public was not ready for national health care. It was 8 not until decades later, through the Great Society domestic policy of President Lyndon Baines Johnson, which an extremely limited form of nationalized health insurance coverage, which applied only to a very narrow class of beneficiaries, would finally come to fruition.
As a part of President Johnson's Great Society initiative, Medicare, as well as Medicaid, were created by the Social Security Amendments of 1965 and signed into law on July 30, 1965. After signing the bill into law, Johnson handed the pens he used to sign the bill, to former President Harry S. Truman, 
B. The Evolution of Medicare
Unlike Medicaid, which pays based on means testing and is managed and run by the states, Medicare is federally run, and partially paid through payroll taxes. In particular, Medicare is financed through the Federal Insurance Contributions Act (FICA) for regular employees, and the Self-Employment Contributions Act, for the self-employed. Those who are under the FICA system contribute 1.45% withholding from their paychecks and employers match with a contribution of 1.45%. The self-employed must pay the entire 2.9% themselves.
Part 10/06/medicare-secondary-payer-comes-of-age-an-industry-insider-sview.aspx ("A historical look at early MSP enforcement reveals years of frustrated efforts by the federal government in overcoming poorly written law. The MSP was written without a notice requirement so that CMS could be placed on notice of a settlement and thus be aware of its recovery right, and what little requirement that was included in the regulations provided no penalty for failure to comply. Then, even in cases where the government became aware of recovery opportunities, it lost several suits in federal court primarily due to technicalities, such as the definition of a self-insured.").
19. was brought into existence. This program, which was directed toward the medical needs of children, and resulted in further expansion of taxpayerfunded health insurance coverage. Two years later, the allowable amounts of compensation payments that had been reduced by the 1997 BBA, were then subsequently raised again with the Medicare, Medicaid, and SCHIP Balanced Budget Refinement Act (BBRA) of 1999. Subsequently, in the Medicare, Congress made other helpful changes, such as providing coverage for some preventive benefits. occurrence (benefit period) subject to any deductibles and coinsurance payments. A benefit period or illness occurrence is technically referred to as 46 a "spell of illness," in Title 42 United States Code section 1395x, which is defined as follows:
The term "spell of illness" with respect to any individual means a period of consecutive days-(1) beginning with the first day (not included in a previous spell of illness) (A) on which such individual is furnished inpatient hospital services, inpatient critical access hospital services or extended care services, and (B) which occurs in a month for which he is entitled to benefits under part A of this subchapter, and (2) ending with the close of the first period of 60 consecutive days thereafter on each of which he is neither an inpatient of a hospital or critical access hospital nor an inpatient of a facility described in section 1395i-3(a)(1) of this title or subsection (y)(1) of this section.
Each beneficiary also receives 60 days of exhaustible lifetime hospital care coverage; the 60-day additional amount is a reserve amount that is not per occurrence, but rather a maximum amount that once exhausted can never be matter," a requirement and delivery of daily skilled-nursing or skilledrehabilitation services, can only be provided on an inpatient basis at an SNF, and must have been required to treat a condition that was the reason, in whole or in part, for the prior hospital admission or stay.
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Additionally, the required services must be for a condition for which the beneficiary was treated as a hospital inpatient or that arisen in the course of In order to be qualified, the home health care services must be furnished in the beneficiary's home, unless impractical, must be provided by a Medicare certified agency, and a physician must establish and periodically review the treatment plan. diagnosis and surgery, diagnostic X-ray tests, diagnostic laboratory tests and other diagnostic tests, X-ray therapy, radium therapy and radioactive isotope therapy, rental or purchase of durable medical equipment, prosthetic devices, leg, arm, back and neck braces and artificial legs, arms and eyes, ambulance services, outpatient rehabilitation and hospital diagnostic services furnished incident to physician services, outpatient physical therapy, occupational therapy and speech pathology, and so forth. competitive alternative to the original Medicare fee-for-service and Medicare risk health maintenance organizations (HMOs). The arrangement is usually pursuant to a contract or policy agreement with an MA organization, which must typically meet state and federal requirements. Different options include: HMOs, Special Needs Plans (available to certain beneficiaries with special needs), preferred provider organizations (PPOs), provider sponsored organizations (PSOs) (limiting use of providers to those in the plan network), medical savings account (MSA) plans which are private health-insurance policies with high yearly deductibles, private fee-for-service plans for which Medicare pays part of the cost, and in which all providers within the network must agree to serve the Medicare beneficiary for the fee-for-service plan payment amount. must provide all for coverage of all Medicare-covered services, except hospice services. The MA organization must among other plans, also offer at least 87 one MA-prescription drug plan providing qualified Part D prescription drug coverage. MA plan may also offer supplemental benefits. 88 Often, those enrolled in MA plans are limited to the physicians available in the MA plan's network and must designate a primary care physician (PCP). Further care often is by referral from the PCP. However if the certain specialty care is not available or inadequate, then the MA plan must provide out of network specialty care. All medically necessary services must be provided 89 to MA plan participants 24 hours a day, seven days a week.
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If a member moves to a skilled nursing home facility (SNF) after a hospital stay, regardless of whether the MA plan has a contract with that facility, the MA plan must pay reimbursement as long as the facility is willing to accept it. Such facilities include the facility the member resided at prior 91 to hospitalization, the facility where the member's spouse resides, and a facility located in the continuing care retirement community where the member resided before hospitalization. Standard plans charge varying premium amounts, have different cost sharing requirements and typically include a gap in coverage, for which there may be no insurance protection. Benefits and prices may widely vary and are not uniform: companies are free to vary the benefit as long as it remains "actuarially equivalent" to a CMS standard. Also, prices may vary by region 103 and by insurer. Low-income individuals and those with limited assets may be eligible for a low-income subsidy (LIS) and have lower out-of-pocket costs. 104 Medicare beneficiaries who also have Medicaid prescription drug coverage must enroll in a Medicare D plan in order to access prescription drug coverage. original decision, will take a second look at the claim, but a different individual will be assigned to review it. This redetermination is a new and independent review.
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If Part C is involved, then the first level is reconsideration. provided, as well as the date of the ALJ decision or dismissal, and any additional evidence to be submitted.
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Copies of the request must be furnished to all other involved parties. The Level 4 appeal request must be mailed to the MAC, which is located in Washington, DC. All Level 4 appeals are on-the-record, unless the case 143 raises important issues of policy, law or facts that cannot be decided on-therecord. The MAC is part of HHS, but is independent of the OMHA and the ALJs. The MAC decision should be rendered within 90 days. 144 At the fifth level of appeal, if after exhausting all of these administrative remedies, the appellant is still unable to obtain a satisfactory resolution, the appellant may proceed to institute civil litigation, by filing a lawsuit with the local federal District Court. The amount in controversy must meet a threshold of $2,000. Different claims may be aggregated to satisfy the threshold. 145 146
The appellant must file the complaint with the federal court no later than 60 days from the date of the MAC decision. It is important to note that the 147 OMHA is only involved at the Level 3 appeals stage, and not any other level of the appeals process.
VII. OMHA AND THE THIRD LEVEL OF REVIEW
As previously discussed in Part VI of this Essay, if the appellant is dissatisfied with the decision of his or her Level 2 appeal (which is considered a reconsideration in Parts A & B/Original Medicare, and D/Prescription Drug Plan, and a reconsidered determination in Part C/Medicare Advantage), then he or she can proceed to request a hearing before an OMHA ALJ. The 148 amount in controversy must meet a $100 threshold, although different claims may be aggregated to achieve the minimum amount. The appellant must 149 forward the written request to the local OMHA Field Office specified in the reconsideration or the reconsideration determination. The appeal must be filed within 60 days of the Level 2 decision. If an appellant is late with filing a 150 Level 3 appeal, he or she must provide good cause, and request that the ALJ This hearing gives the appellant the opportunity to present his or her appeal to an ALJ, who will independently review the facts of his or her appeal. CMS may participate in the ALJ hearing, with the right to submit evidence. However, if the appellant is unrepresented, CMS may not examine witnesses, or cross-examine witnesses. The ALJ is not bound by any less formal policy manuals and directives, but if the ALJ elects not to follow a 158 policy, he or she must explain why in the decision. If an appellant wishes 159 to submit evidence for review, they must do so, within 10 days of the Notice of Hearing.
160
The ALJ will take testimony, and after reviewing the testimonial, documentary, and any physical evidence, renders a decision. Because the 161 proceeding is administrative, the ALJ is not strictly bound by a trial court's hearing, it will be excluded if the ALJ finds that there was no good cause for not submitting the evidence sooner. While the party is entitled to a full 163 hearing that comports with due process, the appellant may waive this right. The ALJ may decide a case "on-the-record" if a party elects to forego a formal hearing. Additionally, if the documentary evidence supports a finding fully 164 favorable to the appellant, then the ALJ may issue a decision on-the-record, granting relief requested outright. 165 OMHA is not only responsible for Level 3 appeals, but also Medicare entitlement appeals-these are appeals from decisions of the SSA that an applicant is not entitled to be a beneficiary of the Medicare program. This Essay has only covered a brief overview of Medicare law, and as has been demonstrated, this body of law is a complex one, driven by numerous statutes as well as administrative rules. It is not inconceivable that the complexity of these rules, may lead to errors, and that is what the appellate process is for. Sometimes Medicare administrators and providers may make proper decisions regarding coverage and payments; sometimes, a Medicare claimant may be forced to pay for services that should have been covered. The Medicare appellate process offers Medicare claimants, due process, and an opportunity to seek further review of prior decisions for correctness. OMHA stands ready to serve as the third level of review, which is truly a critical stage in the process. The function of OMHA fills a critical necessity, and its continued operation has served to help many claimants who are seeking a fair opportunity to obtain redress, and a proper independent review. If problems are necessarily properly handled before OMHA, appeals are diverted from
